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BEHAVIORAL THERAPY FOR “APATHY” OF HOSPITALIZED 
SCHIZOPHRENICS' 


H. H. SCHAEFER AND PATRICK L. MARTIN 
Patton State Hospital. California 


Summary.—20 chronic schizophrenic adult temale paticns in a ward of a 
hospital for the mentally ill were placed on schedules of reinforcement designed 
to establish or strengthen behaviors incompatible with the diagnostic statement 
“apathetic.” Another 20 patients on the same ward received standard ward ther- 
apy. 30 behavioral samples, spaced evenly in ¥-hr. intervals, were obtained for 
cach of the patients for 3 5-day periods: before, during, and on termination of 
the program. Apathy was defined as the degree co which a patient at the time 
of any of the 30 daily observations engaged in onc—and only onc—<learly dis- 
cernible behavior. While the degree of apathy was equal for experimentals and 
controls at the beginning of the experiment, those patients who were subjected 
to the schedules of reinforcement were significantly less apathetic at the termina- 
tion of the experiment than the controls who were given normal ward therapy 
but who were not subjected to such schedules. The implications of these find- 
ings are discussed. 


One of the most striking similarities among hospitalized schizophrenic pa- 
tients is what is variously called the degree of apathy, lack of interest, or lack of 
motivation which these patients show. All of these labels refer to the same be- 
havioral pattern, although their use reveals different theoretical clinical orienta- 
tions of the user. The behavioral pattern in question is very simply an extreme- 
ly limited and undifferentiated behavioral repertoire with respect to environ- 
mental stimuli. The person who is said to show apathy (or lack of interest or 
lack of motivation) may read all day (or pretend to read), stare all day at a pic- 
ture, pace the floor all day, or chatter away all day without regard to whether 
there is a listener or not, or whether the chatter makes sense or not. If asked a 
question or confronted with a provocative statement the apathetic patient will 
nod his head in agreement but not emit any of the behaviors which such stimuli 
normally control. He will not ask questions back; he will not raise an eyebrow; 
he will not argue; and, most important, he will simply continue what he was do- 
ingaall day long. 

Ic is often said that such patients never do anything. But this is clearly noc 
true, since the patient emits the behaviors which his limited repertoire contains 
quite frequently and continuously. In effect, the patient's behavior affords no 
reinforcement for responses made by therapists. As he ignores attempts at ver- 
bal interaction, he practices the most effective form of extinction imaginable. 
Therein, incidentally, may well lie par-—if not all—of the strong reinforcers we 
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gram in which patients pay for meals, sleeping accommodations, and privileges 
with tokens as determined by the treating staff. Details of this program are 
given in Gericke (1965), Schaefer (1966), and Bruce (1966). In general, this 
hospital-integrated program has served as a vehicle for research on analysis of be- 
havior. In such instances, patients within the program are placed on special 
schedules or used as controls (by providing tokens non-contingent on any be- 
havior), as in the study to be described. 
METHOD 

Subjects 

Forty patients, who showed varying degrees of apathy and whose medical 
record contained a notation to that effect, were selected from the female ward 
population of the behavioral therapy program. Flipping of a coin determined 
whether a patient was assigned to the treatment group (experimentals) or to 
the control group (controls). Both groups remained within the program for the 
duration of the experiment. 
Procedure 

Bebaviors to be changed—In consultation with the ward staff, a list was 
made of behaviors which were to be reinforced for the treatment group. The 
general behaviors contained in this list and their relation co apathy are as fol- 
lows. 


(1) Personal hygiene: reinforce thoroughness of showering, manicuring, 
toothbrushing, hair-combing, use of cosmetics, use of costume jewelry, inquiries 
about fashions, use of sewing machine, and, as appropriate, evidence of any of 
these behaviors such as clean feet, absence of body odor, and attractive appear- 
ance. The rationale for reinforcing this complex of behaviors is that evidence 
of sloppy appearance is often, and quite correctly, taken as absence of these be- 
haviors. This absence, in turn, serves as the basis for the inference that the pa- 
tient does not care about anything—not even herself—and thus is apathetic. 

(2) Social interaction: reinforce the patient for asking questions, saying 
“Good Morning,” etc., speaking up in group therapy sessions, playing card games 
with other patients. The rationale here is that the non-emission of these be- 
haviors serves as the basis for the inference that the patient has “no interest” and 
thus is apathetic. 

; (3) Adequate work performance: reinforce assignments the patient was 
Siven, such as emptying wastepaper baskets, wiping tables, vacuuming sewing 
room, and similar household chores that patients on this ward are given; rein- 
force, also, verbal starements about the quality of accomplished work and re- 
quests for work assignments. Here, again, the rationale is that the patient who 
se es “eres” and thus cannoc be said to be apathetic. a 
_ ‘This! served to acquaint the staff with the general procedures to be 
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cified behaviors that were to be reinforced but the specific manner in which re- 
inforcement was to take place. The tokens provided the general vehicle to as- 
sure immediacy of reinforcement. But, occasionally, in the beginning of selec- 
tive reinforcement, a primary reinforcer to which the tokens had been condi- 
tioned was brought into play. A patient who was a heavy smoker, for example, 
was given cigarettes directly, in addition to the ones she might buy with tokens. 
Verbal reinforcement was used as appropriate for some patients more than oth- 
ers. The behaviors to be reinforced were based on the staff's evaluation of what 
it was chat made the patient appear particularly apathetic. One of the patients, 
for example, was reinforced for smiling; another for saying, “Fine” in response 
~ to “How are you today?;” another for not cornering every visitor with her typical 
excited chatting. 

The last example might appear to contradict the general procedures used in 
the program, i.e., attempting to increase. in frequency a behavior typically attrib- 
uted to the apathetic patient. However; this contradiction is only apparent and 
superficial since this patient seemed: apathetic because her verbalizations con- 
tinued irrespective of the effect produced on her audience. Thus, again, the in- 
ference was drawn that she was apathetic because she “did not care” to whom she 
talked and what she said during social conversations. 

For some patients increased or decteased food intake was selectively rein- 
forced. It would exceed the scope of ithis presentation to give a detailed account 
of the behaviors that were involved: in these individual lists. Suffice it to say 
that they were determined by detailed discussion of each patient with the entire 
ward staff. Therefore, it is very likely that the behaviors chosen for treatment 
are those which the community outside the hospital would consider as evidence 
of “apathy.” 

Staff instructions—The nurses and psychiatric technicians who were in con- 
stant contact with the patient were the main agents for dispensing the reinforc- 
ers. Acquainting the staff with the problems ro be investigated and involving 
them in listing the behaviors to be changed, assured char the patients: in the ex- 
perimental group would be reinforced for the correct behaviors: It was more 
difficult to give practical instructions for the controls. Over the 2 yr. of the pro- 
gram the nurses had acquired practice in ignoring behavior—a skill most diffi- 
cult for anybody—and even more so for a nurse who has a long history for let- 
ting patient behavior control her own actions to a degree that is sometimes detri- 
mental to the patient. The nurses were given instructions and appreciated fully 
that, inthis case, “control” did not mean complete ignoring of the behaviors on 
the general list, or the individual lists, for the control patients. Doing so would 
constitute employment of a schedule of reinforcement (extinction) at least to the 
extent to which the nurse provided a source. of social reinforcement by her own 
behavior. What should be done, we explained, was to treat the controls in the 
way in which "you would treat patients before you ever heard of the analysis of 
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behavior.” That. is.to say, you would use occasional verbal admonishments to 
“look alert,” “straighten up,” “speak up,” or “take a little more interest.” Bur, any 
show of such behavior would. not be reinforced with tokens. Control patients 
were praised for these behaviors as normal hospital routine treatment would de- 
mand. In addition, each of the control patients was to be given at the beginning 
of every day a sufficient number of tokens to see her through that day. This 
amount would depend on the status of the patient. For example, a patient in 
the “orientation” group needs fewer tokens to get along on this ward than a pa- 
tient in the “therapy” or “ready-to-leave” group. Beds in the “orientation” group 
currently cost two tokens per night; in the “ready-to-leave” group they may cost, 
depending on the luxuries provided in individual rooms which are available for 
this group, as much as five to eight tokens per day. The details of this program 
are described elsewhere (Gericke, 1965; Schaefer, 1966) and should not be of 
concern here other than to explain that not every patient in the control group 
simply received a fixed amount of tokens every day. It must be remembered 
thac the experiment described here went hand-in-hand with a program of be- 
havioral therapy Which characterized this ward. But, it was this latter point which 
made it difficult to assure that the nurses would not, due to compassion for the 
patient or sheer habit, reinforce behaviors of the controls which were to be re- 
inforced for the experimentals only. 

Reinforcers—Individually marked brass tokens functioned as conditioned 
reinforcers for the patients, experimentals, controls, and non-involved patients 
alike on this unit. These tokens had acquired their value by securing the daily 
needs and luxuries of the patients. Many of the tokens were used for the opera- 
ion of automated devices such as TV sets, turnstiles in the cafeteria line, or food 
and goods auromats. Many of the tokens were also used as payment for doctor's 
visitations, going to hospital-sponsored recreational programs, ward “health in- 
surance,” and, in short, anything that a patient might be likely to want. In the 
Present experiment, both experimentals and controls continued to use cokens. 
For the experimentais obtaining sufficient tokens for comfortable subsistence 
depended, however, on the emission of the behaviors desired. For the controls the 
tokens were free. 

Experimental sequence —Before commencement of the experimental pro- 
cedures outlined above, baseline data were obtained on the patients in the fol- 
lowing manner. Ten patients (5 controls and 5 experimentals) were observed 
Once every half-hour beginning at 0600 hr. and ending at 2100 hr. The observ- 
ing nurse merely recorded the incidence of the five mutually exclusive behaviors 
or the other behaviors (see above). Observations began on a Monday morning 
and ended on a Friday evening. Beginning with the following Monday, the next 
10 patients were observed for 1 wk. The third and fourth groups of 10 pa- 
tients were observed during the weeks immediately following. The reason for 
this staggering of observations lay in the shortage of personnel for this study. 
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The nurses involved carried out these (if not time-consuming, nevertheless 
painstaking) observations in addition co their regular duties. Typically, during 
the morning shift (0700 to 1500 hr.) four nurses, the charge nurse, and the proj- 
ect secretary were on the ward and available for behavioral observations. But 
during the afternoon shifr (1500 to 2300 hr.) sometimes only two nurses were 
present. Taking records on all 40 patients at one time thus would not be easily 
possible in addition to the other duties which were required of the observers. 

After the last observation the program was initiated and continued without 
interruption for 3 mo. One month aftér beginning the program, behavioral ob- 
servations were again obtained fora week each for groups of 10 patients exactly 

- as had been done for the original baselines. After another month, ic., during 
the last month of the experiment, observations were made a third time. In daily 
staff meetings during this'period the efficacy of che reinforcers selected was dis- 
cussed and modified as necessary. The bases for these discussions weré cumula- 
tive records of the race of emission of desirable behaviors which the project sec- 
retary prepared from the behavioral observation sheets which the nurses handed 
in daily. iy 

RESULTS 

The effect of the schedules of reinforcement on the experimental patients 
is most clearly shown in Fig. L. Ie is evident that the experimentals and controls 
were well matched when the experiment began. The total coincidence of the 
times during which the patient “did nothing,” ie., received a single code entry 
indicating one of the mutually exclusive behaviors at the time of observation is 
at first surprising until one realizes that under a given system of living and in 
the same environment organisms are likely to show similar behavioral patterns. 
The range (not shown in Fig. 1) of single-code entries is relatively small; 10 co 
24, considering that 30 multiple-code entries are possible for a patient who does 
not take a nap in the course of a day, and zero multiple-code entries are possible 
for a patient who sleeps during the. whole day. . . 

The design of the study was a 2 X 3 factorial with three repeated measures _ 
on each S. The data were treated by analysis of variance indicating that the 
main effect of periods was significant (F = 15.65, df = 2/76, p < 005). The 
source of variation of greatest interest, the groups by periods interaction, was also 
significant (F = 5.78, df = 2/76, p < .005). 

As Fig. 1 indicates, the experimentals showed a steady decrement in apathy 
scores over the three periods while the controls show litle tendency toward 
change. t tests for correlated measures were used to make separate comparisons 
between data points in the interaction. ‘These comparisons indicated a nonsig- 
nificant difference between control means for periods two and three (* = 1.66, 
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Controls 
elmtetente ante ol 


Experimentals 


Single Code Entries 


1 2 3 


Observation Period 


Fic. 1. Number of single-code entries averaged for 20 experimental patients receiv- 
ing selective reinforcement for certain behaviors and 20 control patients who received no 
reinforcement 


@f = 1/19) and a significant difference for experimental means comparing peri- 
ods one and three (¢ = 5.63, af = 1/19, p < .005). Finally, a ¢ test between 
groups on the final observation period was significant (t = 3.29, df = 1/38, 
Pp < .005). 

A cumulative record for a single patient is shown in Fig. 2. This record 
was prepared by the project secretary by moving a pen on square-ruled paper 
horizontally-and-up for a single-code entry and horizontally only for each multi- 
ple-code entry in the sequence in which it occurred on the nurses’ observation 
sheet. The record in Fig. 2 gives the rate of single-code entries during the last 
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most clearly from therapy based on verbal exchange. And it is through this dif- 
ference that the behavioral therapist at least would explain some of the differ- 
ence in the return rate mentioned above. 
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PROBLEMS FOR BEHAVIORAL THERAPY IN MENTAL HOSPITALS 


J. R. GERICKE 
Pastom State Elospeta! 


Any program of behavioral therapy entails five seeps: (1) training of the behavioral 
therapist (cg, a nurse) in the analysis of behavior, (2) describing # patient's problems, 
(3) obtaining behavioral baselines oo these problems, (4) listing potential reinforcers 
for the pericar, and (5) designing schedules of reimforcement that are to be used with 
the patient. The behavioral scientist in a large mental hospital, who consults in such @ 
program, finds that he is most frequently needed for belp with Step 5 above. As long 
as it is lefe to the discretion of the professional staff to determine which paricat prob- 
lems should be dealt with, the behavioral consultant will not be able to deal cfficiently 1 
2 short time with the many different problems which the trained scaff will bring to him 

To cope with this problem it would be desirable to have « list of problems in the 
order of their frequency. The consultant can then advise the staff ro deal with the most 
frequent problem first and, after experiencing success, tackle the next onc, and so on. 
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a small number of menrally retarded are included. 

The frequency of problem behaviors (in %) reporud by the hospital staff were: 
104+ %—Late foe medication (13%), Refusal to work of obey (11%), Frequent un- 
justified demands in staff time (11%); 6-10%—Poor personal hygiene, Late habitually 


public, Temper tancrums. 

Ic is interesting to nove that some of the problems which frequently are believed to 
be of paramount importance if a hospital Yor che meaually ili (eg., “temper ranttums") 
occur with low frequency. To be sure, any patient problem is of interest 1 the behavioral 
scientist. But to be efficient aad in order to introduce behavioral ecchniques most broad- 
ly, it is well to tackle the most frequen: problems first, both in che inveress of the patienss 
and of the staff whose time is sow more readily available for ocher, if less frequeot mo less 


pressing. problem behaviors of patienss. 
Accepted March 16, 1967. 
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INITIALLY, each patient is paid immediately for behavior the staff believes should be encouraged and reinforced. 


TOKENS FOR RECOVERY 


An experimental program for chronic 
schizophrenic patients at Patton 
State Hospital focuses on changing 
behavior aberrations through in- 
creased attention to patients coupled 
with a system of payment and re- 
ward. It is hoped that this approach 
will be effective in breaking the cy- 
cle of hospital stay, discharge, and 
readmission so typical of the chronic 
schizophrenic patient. 


MRS. BRUCE is a psychiatric technician who 
is employed at the Patton State Hospital, San 
Bernardino, Calif. 

The project described here was supported in 
part: by DMH Grant No. 65-11-8 from the 
California Department of Mental Hygiene. 
The author wishes to acknowledge the encour- 
agement and help of Dr, H. H. Schaefer in 
writing this paper. He developed the behav- 
ioral therapy program at Patton Hospital. 
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MARGARET BRUCE 


Despite an increase in the population 
in general, the psychiatric hospital 
population has remained relatively 
stable. With new approaches to treat- 
ment and drug therapy, short-term 
hospitalization for psychiatric pa- 
tients is becoming the rule rather 
than the exception. In spite of these 
advances, one group of psychiatric 
patients manages to remain perma- 
nently hospitalized: those with a di- 
agnosis of chronic schizophrenia. 
Following a period of hospitaliza- 
tion, the typical patient with a diag- 
nosis of chronic schizophrenia is sent 
either to his home to be taken care of 
by his family or to a halfway house. 
A social caseworker tries to locate 
sheltered placement with a job for 


some of these patients or help family 
members cope with others. Then, typ- 
ically, the patient returns to the hos- 
pital voluntarily because he can no 
longer cope with the demands of 
society. Or, he will be brought back 
to the hospital by a family who can 
no longer adjust to his aberrant be- 
havior. Back in the hospital again, he 
is allowed to settle into a sheltered 
routine and all decisions are made for 
him. He is allowed to leave the real 
world behind, losing himself once 
more in hallucinations and delusions. 
Since niany of the professional staff 
consider him hopeless, no realistic de- 
mands are made on him. He is en- 
couraged to go to entertainments, 
parties, dances, and movies, The re- 
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TOKENS FOR RECOVERY 


habilitation department provides 
music, art, and craft lessons. Occa- 
sionally, he becomes restless and 
bored with the hospital routine and 
pleads to get out and live like other 
people. The hospital machinery. again 
is put to work. The psychiatrist inter- 
views him and once again determines 
whether the patient’s condition war- 
rants release. The social worker then 
takes over, again seeking employment 
possibilities or helping a family ad- 
just. The patient leaves the hospital. 
His history is filed in the record de- 
partment and, theoretically, the case 
is closed. But, experience shows that 
this is rarely the end. The cycle is 
repeated over and over. 

Some patients are “weekenders’— 
not sick enough to be hospitalized but 
not well enough to be constantly 
cared for by their families. These. pa- 
tients spend five days a week in the 
hospital and go home on the week- 
end. Five days a week they live in a 
sheltered atmosphere and two days a 
week they are treated like guests at 
home. These patients, too, become 
restless and ask to be discharged but, 
like other chronic schizophrenic pa- 
tients, they usually come back. 


THE PROGRAM 


At Patton State Hospital, a pro- 
gram has been developed to help 
chronic, institutionalized, — schizo- 
phrenic patients break the repeated 
cycle of hospital stay, discharge, and 
readmission. The program is based 
on a belief that the label “schizo- 
phrenia” is only an inference and that 
all we know for certain is that these 
patients behave in ways which are 
not acceptable to the community. 
The program deals with the patient 
in relation to his behavior, recogniz- 
ing that behavioral response is a func- 
tion of the consequences it carries 
with it; that if the consequences of a 
given act are rewarding or, techni- 
cally speaking, reinforcing, the be- 
havior will occur more frequently. 

The term, “rewarding,” is used in. 
a very broad sense; some things are 
rewarding to some people which are 
not necessarily rewarding to other 
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people. For this reagm the behav- 
idfat scientist uses the term “rein- 
forcement”. rather than “reward.” 

Leaving the community and enter- 
ing the protective atmosphere of the 
hospital can be a reinforcing event 
for the chronic schizophrenic patient. 
But since the decision to enter a men- 
tal institution is not an easy one, 
behavior which is strongly reinfore- 
ing must be present. The behavior 
seen in the chronic schizophrenic pa- 
tient—dressing in a bizarre fashion, or 
saying he is Napoleon, for example— 
often will assure him admission or re- 
admission. 

Tn some patients, the life situation 
which he is escaping is obvious: a 
threatening father, an overprotective 
mother, an overdemanding husband, 
children with whom the patient can- 
not cope, and so on. In other patients, 
the reason is less evident. 

Alcohol and drugs may serve as es- 
cape modes for some persons; a hos- 
pital may be the escape for others. 
The program J am describing is based 
on our belief that the hospital is a 
reinforcing agent and does provide a 
haven of escape. 

Strictly speaking, it is not necessary 
to so arrange a hospital program that 
chronic schizophrenic patients are 
waited upon hand and foot. These 
patients can take care of themselves 
quite well, They can use such items 
as a fork and spoon, tools, typewrit- 
ers, trumpets, and know when and 
how to make use of a toilet. They 
can make their own beds, mend their 
clothes, shine their shoes, shave, and 
comb their hair. 

But in many psychiatric hospitals 
such patients are ‘not allowed to do 
so. Instead, attendants are provided 
to make his bed (or help him make 
his bed), help him to eat, and super- 
vise him in the bathroom. The normal 
reinforcers of normal life, pay for 
services rendered and the necessity to 
pay for services desired, are com- 
pletely nonexistent. As long as a 
patient is physically ill, or so emotion- 
ally ill that he is immobilized, this is, 
of course, as it should be. But there 
are psychiatric patients who have ac- 
quired a behavioral repertoire which 
succeeds in providing them with a 
situation in which they do not have to 
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pay and where, in turn, they also are 
not paid. 

The absence of economic aware- 
ness in a hospital may not be the only 
aspect of hospital life which is signifi- 
cant, but within the framework of 
this program, it is important. We be- 
lieve that in the hospital the patient 
can and should enjoy certain privi- 
leges but, just as in the outside world 
(for which hospital treatment is to 
prepare him), there is a need to pay 
for these privileges. Similarly, “good” 
behavior on the part of the patient is 
reinforced with the same kind of pay- 
ment which he will have to use to 
make his own way outside of the hos- 
pital. In other words, conditions in 
the hospital are so arranged that they 
are as analogous as possible to life 
outside the hospital. 

The normal person is typically on 
a “strained schedule of reinforce- 
ment”; he may, for example, be paid 
only once a month. In our program, 
the patient at first is paid immediately 
for tasks accomplished according to 
criteria set down by the staff. As he 
proceeds in the program, the time 
span between desirable behavior and 
receiving payment for it is gradually 
increased. 


THE ORIENTATION GROUP 

How does this program operate? 
As soon as a patient walks through 
the doors of the cottage (approxi- 
mately 70 patiénts) where the pro- 
gram is carried on, he is on his own. 
He becomes a member of the-“orien= 
tation group.” This group sleeps in a 
relatively unattractive dormitory 
which conforms to bare minimums 
set by the state department of mental 
hygiene. There are no draperies at 
the windows or spreads on the beds, 
and the beds themselves are of the 
simplest kind. In the dining room the 
patient sits with many other patients 
ata long table, crowded in somewhat 
uncomfortably. The only eating uten- 
sil given him is a large spoon. The 
food is served in unattractive, sec- 
tioned plastic dishes. So long as he is 
in this group, he is not allowed to 
wear his own clothes and cannot go 
to activities which other patients are 
free to attend off the unit. He may 
not have permission for off-the- 
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ground visits, and the number of vis 
itors who can see him are restricted. 

During this time, the patient learns 
that his meals, his bed, his toilet arti- 
cles, and his clothes no longer are 
freely given him. He must pay for 
these with tokens. Ordinary poker 
chips in white, blue, and red, repre- 
senting quarters, dimes, and nickels, 
are used. These tokens pay for all 
those things normally furnished and 
often taken for granted. In the orien- 
tation group most of the:things the 
patient wants are cheap; for example, 
it costs one token to be permitted to 
go to bed, one token for a meal. Pa- 
tients find it easy enough to earn the 
four tokens necessary for bare subsist- 
ence. 

But how does he earn tokens? This, 
varies from patient to patient. A ca 
tonic patient, for example, may be 
paid just for opening his eyes for a 
few moments. He may be given as 
many as five tokens for looking at a 
magazine. Generally, getting up on 
time, keeping his bed in order, and 
helping in the kitchen, are all paid 
for with tokens. It is interesting to see 
how swiftly the payment system is 
Jearned. 

It is also interesting to see how 
quickly patients discover that they 
also can Jose takens. The patient is 
never told not to do this or not to do 
that, but certain behaviors must be 
paid for. If the patient wishes to 
urinate on the floor of the unit, he is 
always free to do so. But he must pay 
for this privilege. When he discovers 
that the tokens he has to give for this 
privilege can be saved for other more 
desirable privileges, he usually goes 
to the toilet to urinate. Similarly, a 
patient may, at any time, ask for the 
services of a nurse or another patient 
for bathing or other hygienic activi- 
ties. Again, however, these services 
cost tokens, In other words. a patient 
is never told that he should behave 


as people do outside of the hospital. 
We simply arrange the consequences 
of his behavior so as to make it more 
convenient for him to behave as we 
would expect a normal person to be- 
have. 

Sometimes a patient habitually 
wanders away from the unit. For such 
patients, a “baby-sitter” service 1s ar- 
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ranged Jer which the patient nvust 
another patient, earns 


pay. The ster 
tokens for this service. We have dis- 
covered that no matter how great is 
the loss of contact with reality, a pa- 
tient soon resents having a baby-sit- 
ter. And his pride in adulthood seems 
to reappear as he shows that he no 
Jonger needs one: ‘This simple eco- 
nomic arrangement has offset the 
need for locked doors or seclusion, 
and has reduced the number of hab- 
itual AWOL/s. 

Every patient is dealt with on an 
individual hasis. The patient who 
never combs his hair is given a token 
for having his hair combed, The pa- 
tient who never brushes his teeth 
discovers that if he is seen using a 
toothbrush, a nurse will drop a token 
in his hand. Neat appea 
pression signifying awareness, even a 


ance, an ex~ 


smile, are reinforced with tokens as 
the condition of the patient warrants. 
On the other hand, the patient who 
chatters too much will be reinforced 
for keeping still. The patient who 
walks the floor continuously, hour af- 
ter hour, to begin with is given tokens 
when he sits still for only one minute. 

One might say that patients no 
longer are coddled ‘They are never 
called in the morning. But if they fail 
to get up on time, they simply do not 
earn the token that could have been 
earned. Thirty minutes after the 
lights in the dormitory are turned on, 
a bed check is made. At that time, all 
patients who are up, dressed, and 
have their beds made are given a 
token. 

Patients are not summoned to 
meals. Meal hours are posted; if the 
patient is not in the dining.room at 
mealtime, he misses the meal. The 
patient who misses one meal usually 


is first in line for the next meal, and, 
thereafter, is aware of mealtime! 

Medications are similarly dealt 
with. Drugs are given at designated 
hours A patient is not pleaded with 
to come for his medicine, but he 
quickly finds that he must pay for the 
privilege of not coming. One by-prod- 
uct of the project is our discovery that 
even the most regressed patient de- 
yelops a keen awareness of time and 
place within a few days. 

After observing the reactions of se- 


POKER chips—ordinary red, white, and blue 
ones—represent quarters, dimes, nickels. 
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verely regressed patients in this pro- 
gram, the staff believes that many of 
these patients have succeeded in 
manipulating others into feeding and 
taking care of them for years by pre- 
tending not to know what was going 
on around them. When this support 
is withdrawn, patients realize that 
they are hungry and will walk to the 
dining room, find a chair, pick up a 
spoon, and eat. And after this first 
step back to independence has been 
made, the process is usually so self- 
reinforcing that many of the pa- 
tients are eager to enter other phases 
of the program. 

Patients selected for this particular 
project had either been in the hospi- 
tal for a very long time or had a long 
history of readmission. Beyond that, 
no serious limitations were placed on 
the types of patients selected except 
that patients with obvious organic 
brain damage were excluded. 


THE MIDDLE GROUP 

After a patient has adjusted to life 
in the orientation phase of the pro- 
gram, he can enter the “middle” 
group where he is given ever. more 
attention and more privileges. In this 
group, however, things are more ex- 
pensive. The heds are better; there 
are tables seating two or three in the 
dining room; dinnerware is attrac- 
tive; service is family style. Naturally 
all of this costs more. Generally 
speaking, a patient goes into this 
middle group as soon as he is ready 
to make realistic plans for his future 
and as soon as he is willing to show 
that he can. carry out his plans. 

In this second group it costs a min- 
imum of eight tokens a day for bed 
and meals, but a patient may take an 
off-unit assignment to earn extra to- 
kens. If he wants entertainment, he 
needs even more tokens; going to the 
movies, for example, costs ten tokens. 
The patient may also go out on visits 
but he is, of course, charged for this 
privilege. 

Leave planning is initiated as soon 
as the patient moves into the middle 
group. No matter how many years a 
patient has been hospitalized, he is 
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given a maximum of £2 ..:onths to 
reach the discharge stage. If it is evi- 
dent at the end of three months that 
the patient is failing to face life on 
the outside, he must go back to the 
orientation group. At first, we 
thought that some of the patients 
simply would not care if they were 
sent back to the orientation group. It 
has been interesting to observe that 
the relatively few patients who did 
take this backward step did so only 
after considerable hesitation. 


THE READY-TO-LEAVE GROUP 

During the Jast two months in the 
hospital, the patient who has pro- 
gressed will be in Group III, the 
“ready-to-leave” group. In the din- 
ing room, the tables are covered with 
tablecloths; there are vases of flowers 
and china dishes. Each patient has a 
private room which he is free to dec- 
orate as he pleases. Again, of course, 
the cost of this living is higher; a 
private room costs three tokens a day, 
and each meal costs three tokens. A 
patient is expected to look presenta- 
ble most of the time because he is 
free to leave the hospital grounds 
during the day, And the charges for 
not looking presentable are high! 
Ideally, he has employment outside 
of the hospital to which he commutes 
daily. Employment is not always fea- 
sible because some patients are ex- 
pected to go home or go to day care 
centers, often quite a distance from 
the hospital. All entertainment for 
Group III patients should be found 
outside of the hospital. They are en- 
couraged to use real money to pay for 
bus fares, movies, shopping trips, and 
so forth. 

Throughout this program, the staff 
is mindful of the stress the patient is 
undergoing. When the patient enters 
the leave-planning group, and is 
faced with the prospect that hospital 
support will shortly be cut off, he of- 
ten experiences a great deal of appre- 
hension. At this time, he is given 
much attention and counseling. He 
participates in group therapy, and he 
is promised outpatient and after-care 
facilities when he leaves the hospital. 
Every effort is made to direct his 
thoughts along the lines of accepta- 
ble social behavior to prevent him 


from falling back into the pattern of 
returning to the hospital whenever 
responsibilities seemed to him to be 
overwhelming on the outside. 

The program is too new for us to 
predict either success or failure. We 
hope that the experience of progress- 
ing from the orientation group to a 
group in which responsibility for one- 
self is demanded is, in itself, thera- 
peutic, and that as a result the 
transition from hospital to the outside 
world will be easier. 

Superficially, it might seem that 
tender loving care does not exist in 
this program. However, nurses and 
the rest of the staff spend much more 
time giving individual attention to 
patients in this program than they 
did under a routine in which oniy 
tender-loving physical care was dis- 
pensed. Thus, it is only on first blush 
that tender loving care seems to be 
absent. What is present, instead, is 
individual attention and care that 
can truly be called therapeutic. 

If looked at only superficially, it 
may seem that patients in the ori- 
entation group are being neglected. 
Actually, they are receiving more 
constructive attention than they have 
ever had. They are being forced out 
of a world of fantasy into a world of 
reality. They are being led. to inde- 
pendence and are being given a feel- 
ing of self-worth. They are being 
exposed to a world which is, insofar 
as it can be achieved within the hos- 
pital setting, realistic. They are being 
given an opportunity to bring them- 
selves out of their unacceptable, 
vegetable-like existence into a way of 
life which allows them to become a 
part of the community, 

But to help a patient accomplish 
this, the staff must constantly be 
aware of even slight progress in each 
patient and must be ready with im- 
mediate, positive reinforcement. 
Negative behavior, too, must be ree- 
ognized and handled in a manner 
that has meaning, Out of this day-by- 
day, minute-by-minute involvement 
has come increased concern for pa- 
tients and their progress. The rewards 
for the staff are many but none quite 
so important as seeing alertness in the 
patient Jong thought of as destined to 
spend his life in an institution. A 
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432 U.S. Court House 
Los Angeles Ca 90012 
December 16, 1968 


Dr, Helmuth Schaeffer 
Patton State Hospital 
Patton Ca 92369 


Dear Dr, Schaeffer: 


I ama student and collector of tokens, and 
occasionally write articles in our TAMS macazine 
which is the Token and Medal Society news orcan. 

It was therefore with great interest that I listen- 
ed to the TV broadcast relating to the use of tokens 
in your program. 


Inasmuch as this is the first time tokens have 
been used for such a purpose, am sure it will be of 
tremendous intersst to all token collectors. With 
this in mind I would like to get ‘the background and 
story with the view of writine an article on it. 
Also I would need a set of tokens for illustrating 
the article, 


I realize that with the holidays: upon us, it 
may not be convenient to get this mterial at this 
time, but would appreciate hearing your views upon 
the subject. 


Thanking you in advance for your courtesy in 
the mtter, I am 


Yours very truly, 


Agnar Wahlberg 
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